Will Running the Numbers First Violate the Principles of Patient-Centered Care?
TO THE EDITOR : We read with appreciation the innovative article by Kerr and colleagues (1) . However, the accompanying editorial by Phillips and Twombly (2) is based solely in the "index condition" framework, in which one condition is viewed to be of paramount interest. The editorialists say that hypertension is the most important condition that is not well managed. Surely, this valuation depends on the defining perspective, whether it be the public health, cost, or health of an individual patient. We suggest that this is the wrong way to frame the issue because it does not adequately acknowledge a patient-centered perspective of chronic illness care, in which all of the patient's conditions are considered in terms of the relative benefit of treating each condition in the presence of the other conditions, the cumulative effect of all the recommended treatments, and the individual's treatment priorities (3, 4) .
Their treatment paradigm is similarly flawed (2) . Treating every occurrence of elevated blood pressure will, for some patients, threaten important outcomes, such as functional capacity, quality of life, continence, and psychological well-being. Adding a new medication or increasing medication dose is a major clinical decision, because doing so may reduce adherence to other medications, increase risk for side effects, add to treatment burden or caregiver burden, and increase costs. Thus, before augmenting therapy, it would be prudent to explore adherence, self-management strategies, and issues related to treatment burden and patient preferences and to engage patients to identify their treatment goals for all their conditions. Assuming that all patients want to talk about their "numbers first" violates the principles of patient-centered care. Finally, the paradigm doesn't acknowledge relative attributable benefit within one condition or consider all of a patient's conditions (4) . That is, achieving a reduction in systolic blood pressure from 160 to 140 mm Hg is likely to produce a greater benefit in hypertension-specific outcomes compared with achieving a reduction from 133 to 128 mm Hg. In the latter case, it may be more important to discuss anticoagulation for atrial fibrillation, treatment of depression, or a family issue.
Defining clinical inertia as a failure is pejorative. On the one hand, it may be that physicians are not treating an important problem as effectively as possible. Alternatively, physicians may be providing patient-centered care, accounting for patients' individual situations and multimorbidity (5) . Rather than enforcing nearly absolute rules, new paradigms should be developed to understand these issues in greater depth. 
TO THE EDITOR:
In their recent editorial, Phillips and Twombly (1) suggest that clinical inertia is easily overcome if providers "'run the numbers first and deal with blood pressure and glucose before asking about other problems." Although managing vascular risk factors is important in reducing the risk for diabetes complications, their approach dramatically oversimplifies the realities of clinical care.
Kerr and colleagues (2) show that clinician and patient uncertainty around management of blood pressure is an important determinant of treatment decisions. Uncertainty can take many forms, from belief in the level of evidence supporting guidelines to concern about side effects and measurement error. As we noted in our American College of Physicians evidence review on managing blood pressure in diabetes (3) , no clinical trials show benefit of treating to a systolic blood pressure goal of less than 140 mm Hg. The supporting evidence for lower targets is purely observational, and the possibility of harming patients by overtreating diastolic blood pressure is real (4) . Nevertheless, Phillips and Twombly recommend that every time blood pressure is elevated, clinicians should intensify therapy. This approach promotes potentially harmful polypharmacy, given that most patients with diabetes require at least 2 to 3 blood pressure medications (3), and it also increases the risk for nonadherence due to side effects and cost.
Furthermore, treating every case of blood pressure above goal markedly oversimplifies the realities of blood pressure measurement and variability. Consider the related issue of cholesterol management. In a recent article, Glasziou and colleagues (5) showed that repeated cholesterol measurement leads to more noise than signal, and thus causes unnecessary medication adjustment. Because of the vagaries of blood pressure measurement and such phenomena as white coat hypertension, this is likely to be an even larger issue for hypertension.
Finally, we strongly object to the concept of "running the numbers" first, which is completely at odds with fundamental principles of primary care interactions. If primary care physicians focused on the numbers first, they would end up imposing their own priorities onto patients, rather than letting patients help set the agenda. Consider a visit with a patient who has depression or chronic pain. Until a physician addresses such issues, there is little chance of managing chronic conditions well. Kerr and colleagues clearly show that competing demands are a major predictor of provider response to elevated blood pressure. The open-ended nature of initial contact helps us to prioritize care and is essential for establishing patient rapport and trust. A subspecialist in hypertension or endocrinology might arguably be justified in addressing the numbers and pushing off other patient concerns. But no plausible argument can be made that primary care physicians should treat numbers rather than patients. Self-monitoring of BP [blood pressure] at home and work is a practical approach to assess differences between office and out-of-office BP prior to consideration of ABPM [ambulatory blood pressure monitoring]. For those whose out-of-office BPs are consistently Ͻ130/80 mm Hg despite an elevated office BP, and who lack evidence of target organ disease, 24-hour monitoring or drug therapy can be avoided.
Sandeep Vijan, MD, MS
Rather than suffering from clinical inertia, clinicians may be simply following the guidelines. Until the guidelines are revised to clarify how to deal with discrepancies between office and home blood pressure readings, clinicians cannot be faulted for following them. TO THE EDITOR: I am puzzled by the recommendation of Phillips and Twombly (1) to change antihypertensive therapy on the basis of single blood pressure measurements and by their dismissal of home monitoring, given the marked variability of blood pressure over time (especially in older patients with systolic hypertension). I have observed fluctuations in systolic blood pressure of up to 100 points over 24 hours in clinically stable patients in both inpatient and outpatient settings. If I have verified in my clinic the reliability of a patient's blood pressure machine, is the average of multiple home measurements not more important than a single clinic measurement?
Changing an antihypertensive regimen on the basis of a single blood pressure reading seems to me analogous to changing a diabetic regimen on the basis of a single blood glucose level without looking at the overall pattern and hemoglobin A 1c level. The cautious approach of the clinicians in the overdue study by Kerr and colleagues (2) in the same issue seems even more appropriate if we restate their uncertainty about the "true" blood pressure (as blood pressure truly does fluctuate) as uncertainty about the average blood pressure. Pursuing the analogy to diabetic management, would it not be a logical approach to encourage most patients with hypertension to perform home monitoring and to base treatment decisions on the average blood pressure over several weeks or months? In fact, I recently learned of a joint scientific statement (3) recommending routine home monitoring for most patients with hypertension and use of those results to guide therapy.
Sam F. Carter, MD Murfreesboro Medical Clinic Murfreesboro, TN 37130
Potential Financial Conflicts of Interest: None disclosed.
IN RESPONSE:
We thank the responders to our editorial for their thoughtful concerns, but we believe that hypertension management needs improvement and we would like to address the issues raised in these letters.
Although "clinical inertia" can be a pejorative term, acknowledging our own deficiencies (1) was a key first step in improving our care (2) . Requiring that every detail of recommendations for care be based on evidence from clinical trials can lead to evidence-based paralysis (3)-failure to act in the absence of specific trial-based evidence. The goal of systolic blood pressure of less than 140 mm Hg is well supported (4) . Although intensification of therapy promotes polypharmacy and risks nonadherence, these are part of the cost of better hypertension management. Fortunately, emphasis by the provider increases adherence (5, 6): If we don't mention blood pressure, patients may conclude that it's not important, but if we emphasize its importance, patients will be more likely to take hypertension medications.
Addressing blood pressure (an "index condition") at the start of visits might seem to go against having visits be patient-centered, but patients might emphasize symptomatic over asymptomatic problems. Finding the best balance is not simple, and it is our responsibility to help patients appreciate the importance of such disorders as hypertension and diabetes. Although blood pressure shouldn't dominate, it shouldn't be overlooked; our paradigm of "running the numbers first" should help avoid errors of omission. We also recognize that fluctuations in systolic blood pressure can be substantial, especially in elderly persons and patients with type 1 diabetes, but variability usually decreases when blood pressure is better controlled. Accordingly, it is reasonable to recommend that blood pressure above goal always prompt intensification unless there are problems, such as orthostasis.
We agree that complications from hypertension are linked more tightly to ambulatory blood pressure than to measurements in the office, but ambulatory blood pressure isn't always available, and we don't know how best to use these values. The risk from office systolic blood pressure greater than or equal to 140 mm Hg corresponds to that of a lower average ambulatory pressure (7) or a lower first morning pressure (8) , but it isn't clear exactly how low ambulatory pressures must be to be reassuring. Our paradigm responds to office blood pressure-based guidelines (4) and was designed to be universally applicable.
Our understanding of the basis for clinical inertia has been advanced by the demonstration of contributions from "clinical un-certainty" (9) and "competing demands" (10), but it's been almost 7 years since the concept was promulgated (11) . We believe that rather than doing further studies on mechanisms, it's time to focus on overcoming clinical inertia. The management paradigm we offer should help us to move forward. 
Do Lipid-Lowering Agents Provide a Greater Reduction in Cardiovascular Events among Patients with Diabetes?
TO THE EDITOR: The U.S. Preventive Services Task Force (USPSTF) no longer recommends routine screening for type 2 diabetes mellitus in adults with hyperlipidemia (1). This recommendation seems to have been based, at least in part, on an analysis of the secondary prevention trials, which showed that lipid treatment reduced the incidence of coronary heart disease (CHD) events by about the same relative percentage among those with type 2 diabetes mellitus and those without.
Because the incidence of major CHD events is higher in adults with type 2 diabetes mellitus than in those without, one would expect that patients with diabetes would benefit more by having greater absolute reductions in CHD events than patients without diabetes despite similar reductions in relative percentage. Therefore, reductions in absolute percentage (and not relative percentage) of CHD events with lipid treatment in these groups should have been considered.
Anil K. Gollapudi, MD W.G. "Bill" Hefner Veterans Affairs Medical Center Salisbury, NC 28144
IN RESPONSE:
In making its recommendation on screening for type 2 diabetes, the USPSTF considered interventions, including lipidlowering agents, for effects on such health outcomes as cardiovascular events. In reviewing the evidence on lipid-lowering agents, the USPSTF found that persons with diabetes do not seem to benefit to a greater extent than those without for the primary prevention of cardiovascular events, whether considering absolute or relative risk reduction. For example, in the Heart Protection Study, the absolute reduction in coronary events for participants receiving simvastatin versus placebo was similar in those with and without diabetes: 3.2% and 3.0%, respectively (calculated from data in the Heart Protection Study) (1) . Therefore, the evidence does not support screening for type 2 diabetes on the basis of lipid status. However, the USPSTF encourages clinicians to perform a global cardiovascular disease risk assessment to determine a person's 10-year cardiovascular disease risk (2) and to screen for type 2 diabetes if knowledge of diabetes status would change management, including the management of hypertension or the use of lipid-lowering agents and aspirin. 
CLINICAL OBSERVATIONS

Chorea in Adults after Pulmonary Endarterectomy with Deep Hypothermia and Circulatory Arrest
Background: Chronic thromboembolic pulmonary hypertension results from incomplete resolution of vascular obstruction caused by pulmonary thromboembolism. Prognosis is poor if left untreated (1). Pulmonary endarterectomy (PEA) is the therapy of choice for patients with surgically accessible thrombi (1) .
Objective: To describe 5 adult patients in our hospital who underwent PEA and subsequently developed chorea, and to investigate the features associated with the development of chorea.
Methods: Pulmonary endarterectomy requires median sternotomy, cardiopulmonary bypass, and hypothermic circulatory arrest and was performed according to the University of California, San Diego, protocol (2) . The patient is cooled to 20°C or less in 60 to 90 minutes. Phenytoin (15 mg/kg of body weight to a maximum dose of 1 g) and dexamethasone (1 mg/kg) are administered intravenously. After cross-clamping of the aorta, as the temperature reaches 20°C, pentothal is administered (500 mg to 1 g) until the electroencephalogram becomes isoelectric. When circulatory arrest is initiated, all lines to the patient are turned off, and the patient is exsanguinated. After a circulatory arrest of up to 20 minutes, reperfusion is done with resumption of cardiopulmonary bypass. Usually, 2 to 4 periods of circulatory arrest are required to perform bilateral endarterectomy.
Five adults who underwent PEA in our hospital developed chorea after surgery. We assessed the records of all 89 patients who underwent the procedure for cardiopulmonary bypass time, circulatory arrest time, minimum temperature, and speed of cooling and rewarming. We excluded from the analysis 7 patients who died shortly after surgery. We defined speed of cooling as the change in body temperature (temperature before start of active cooling subtracted by the minimum temperature) divided by the time needed to reach the minimum temperature (°C/min). We defined speed of rewarming as the temperature change (36°C minus the minimum temperature) divided by the time from starting active rewarming to the threshold temperature of 36°C (°C/min). We compared each of these variables for patients with chorea (n ϭ 5) and those without chorea (n ϭ 77) by using the Mann-Whitney U test.
Findings: Three women and 2 men developed generalized chorea (Table) , which started progressively 1 to 3 days after surgery and diminished gradually in the following weeks to months. Three patients had oculogyric crises during the first few days of chorea. One patient had ataxia, and 1 patient had behavioral changes with disinhibition and a dysexecutive syndrome. Magnetic resonance imaging of the brain in 1 patient showed bilateral signal hyperintensity at the globus pallidus on diffusion-weighted imaging. Two patients continued to show mild chorea when tired or stressed or when concentrating. The 5 patients with chorea tended to be younger, had longer mean total circulation arrest time, and underwent quicker rewarming than those who did not develop chorea (Table) .
Discussion: Stroke and cognitive impairment are the only neurologic complications reported to occur in adults after deep hypothermic circulatory arrest (3). Chorea is known to be a complication of hypothermic circulatory arrest in children, in whom it seems to be associated with prolonged time on pump, deep hypothermia, circulatory arrest time, and hypoxia (4). The course of chorea in children seems similar to that observed in the 5 adult patients: acute chorea starting 3 to 7 days postoperatively, gradually fading and disappearing in the following weeks to months (4, 5) .
Conclusion: Transient chorea after deep hypothermia with cardiac arrest may also occur in adults and seems to be related to lengthy circulation arrest and relatively faster rewarming.
The Skinny on a Growing Problem: Dry Beriberi after Bariatric Surgery
Background: Gastric bypass surgery has become a popular and effective way to treat obesity. More than 100 000 procedures are performed annually (1) . Gastric bypass typically results in long-term weight loss, but the procedure has multiple inherent risks and associated complications.
Objective: To describe a case of severe thiamine deficiency after gastric bypass.
Case Report: A 37-year-old woman with morbid obesity underwent Roux-en-Y gastric bypass 3 months before presentation. Her operation had been uncomplicated, but she received no follow-up care. Two weeks before presentation, the patient developed mild paresthesia of the anterior right leg. Two days before presentation, her parasthesia worsened and began to involve the left leg as well. At that time, she also noted bilateral progressive weakness of the lower extremities. One day before presentation, she experienced acute problems with walking, fell down after her knees buckled, and was unable to stand because of weakness. Her review of systems was positive for persistent nausea and vomiting and a 60-lb weight loss since her surgery.
She presented to the emergency department. On admission, bilateral lower-extremity proximal muscle weakness was noted from the thighs distally. In her lower extremities, she had bilateral decreased sensations from knees distally and diminished reflexes. Neurologic examination revealed no upper-extremity abnormalities and intact cranial nerves. The patient had no signs or sequelae of cardiac disease. Computed tomography of the head and magnetic resonance imaging of the brain and spine were within normal limits. Complete blood count, comprehensive metabolic profile, sedimentation rate, and C-reactive protein levels were unremarkable. Vitamin measurement revealed greatly reduced thiamine levels (Ͻ0.5 nmol/L). Levels of vitamin B 12 and other vitamins were normal.
Aggressive thiamine replacement was begun with 100 mg of intravenous thiamine followed by 100 mg of intramuscular thiamine daily. After 3 days, the patient showed little improvement and was still unable to walk. Physical therapy was initiated, and the patient was transported to our rehabilitation facility, where she received daily therapy and oral thiamine replacement. After 3 weeks, she had slowly Although common after weight-loss surgery, thiamine deficiency is usually mild and rarely symptomatic. Symptomatic beriberi is seen in only 0.0002% to 0.4% of patients who had gastric bypass surgery (2) . Urine and serum thiamine levels may be decreased but can be normal even in symptomatic deficiency. The erythrocyte transketolase activation assay is the gold-standard test if levels in urine and serum are normal. Methods for using high-performance liquid chromatography to measure thiamine have been proposed (3, 4) .
Thiamine deficiency should be aggressively treated with thiamine replacement. Glucose infusion should be avoided before replacement because glucose may consume available thiamine and precipitate acute Wernicke encephalopathy. The standard dose of thiamine is 100 mg intravenously for 1 day followed by 100 mg intramuscularly for 5 days and then permanent oral maintenance of 50 mg/d to 100 mg/d. Symptoms of dry beriberi may persist for weeks to months after replacement of thiamine (5) .
Because the number of patients having gastric bypass surgery is increasing substantially, primary care physicians must be aware of the medical complications of weight-loss surgery and their varied presentations. All physicians should be diligent in thiamine and other vitamin replacement in patients who have just had gastric bypass surgery.
Conclusion: Gastric bypass procedures can result in severe thiamine deficiency.
